Gastric emptying tests with radiolabelled meals and gamma camera imaging have proved popular for many years in clinical research and physiological studies. ' We suspect that departments that have developed gastric emptying test protocols have, as we have, offered a service to clinicians within the region for the assessment of patients with symptoms possibly caused by abnormalities of gastric emptying. We have seen no reports, however, that describe in detail the use of such a service by local clinicians. Many 
Results
The normal range of responses to testing was taken from 47 studies carried out on normal healthy volunteers. Details of these studies have been reported previously. 7 The semisolid test meal (37 subjects) was found to have a mean half emptying time of 45 minutes with no appreciable lag phase.56 For the liquid test meal (10 subjects) the mean emptying at 15 minutes was 10%.7 For both tests, data from control studies were used to derive 95% confidence intervals for all points on the emptying curves for normal subjects, which were then used to assign normality or abnormality to the results of subsequent studies. Three types of abnormal results were recognised and all abnormal results were judged to be one of these types: rapid emptying, slow emptying, or biphasic emptying (early rapid emptying followed by normal or slow emptying).
Thirty six patients with peptic ulceration were studied before and after operation, as part of a research protocol. Similarly, there were nine patients who were studied after pylorus preserving pancreaticoduodenectomy, and five patients with a diagnosis of achalasia of the cardia. For these patients there was no doubt about the diagnosis or unexplained symptoms. These patients have been excluded from further analysis. Other patients whose studies were part of a research protocol have been included in the subsequent analysis as these requests for gastric emptying studies were intended to establish diagnoses, albeit to define groups of patients for further evaluation. There were therefore, 375 patients referred for diagnostic purposes.
Patients referred for diagnostic studies were grouped according to their symptoms, whether symptoms developed after operation, and according to the stated anticipation of the result, slow or fast emptying, recorded by the referring clinician.
'NON-ULCER DYSPEPSIA': NO The results of tests carried out on patients with non-ulcer dyspepsia illustrate the limited role for tests of gastric emptying in the management of patients with symptoms not attributable to previous surgery. Although many patients in this group had abnormal results, both fast and slow emptying, the characterisation of an abnormality of gastric emptying in a patient with non-ulcer dyspepsia does not necessarily provide a key to effective treatment. It cannot be assumed that symptoms are caused by disturbed gastric emptying. In practice, moreover, treatments for such patients tend to be chosen empirically and worked through on a trial and error basis, whatever might be thought to be the underlying pathophysiology.
The results for patients suspected of having diabetic gastroparesis -more patients with rapid than with slow emptying -might seem surprising but illustrates an important consideration that is too easily overlooked. Rates of gastric emptying vary enormously in the same individual depending on the nature of the test meal studied. Overall, the most significant abnormality seems to be a divergence of the emptying rates of liquids and solids with liquids emptying faster than normal and solids being retained in the stomach for longer than normal. The 'semisolid' test meal used in our studies behaves as a slow emptying liquid. Thus there is no appreciable lag phase before emptying and the curve is non-linear. In the diabetic subjects studied, therefore, the possibility of gastric retention of solids has not been answered.
There may be confusion in the clinical diagnosis of delayed gastric emptying after upper gastrointestinal tract surgery, and there are traps for the unwary. Often, the vomiting of food may be thought to point to the presence of a simple, partial mechanical obstruction to gastric emptying. Usually, however, the situation is more complicated than this; in such patients gastric emptying of liquid, as this study shows, may be abnormally rapid, while concurrent retention of solids suggests the maintenance of antral sieving with failure or inhibition of effective trituration. Gastric emptying studies with a truly solid meal could be helpful in the assessment of these patients. Such a test has not been routinely available in our Department and this could be seen as a shortcoming in the service that has been offered, as well as a limitation to the scope of this study. Nevertheless, it seems worth pointing out that gross gastric retention of solids can usually be confirmed quite easily by gastroscopy after a six hour fast, while the key gastric emptying study, with liquid or liquid like test meal, is applicable in postoperative patients with vomiting and epigastric pain after meals to confirm that there is no mechanical obstruction, and to warn that a further simple gastric drainage procedure may do more harm than good.
An attempt to determine before operation whether peptic ulcer patients are at risk of developing postvagotomy symptoms seems laudable but in practice such clues as there may be are probably too subtle to identify with any confidence from a non-invasive gastric emptying test. Perhaps a more fruitful method should involve direct intraduodenal instillation of nutrient liquid in response to which some subjects may develop signs and symptoms of vasomotor dumping. 
